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Abstract:
BACKGROUND: Potentially inappropriate medications  (PIMs) are a major concern in geriatric 
care. The primary objective of our study was to assess the prevalence of PIMs prescribed for older 
persons attending outpatient setting of two teaching hospitals in Kerala state in South India, where 
the population is aging.
MATERIALS AND METHODS: A cross‑sectional study was carried out in two teaching hospitals in 
Kerala. Four hundred consecutive outpatient medical records of patients aged 65 years and above 
were selected. The current medications of the patients were analyzed to identify PIMs by the Beers 
criteria 2015. Polypharmacy and hyperpolypharmacy were defined as 5–9 medications and ≥10 
medications, respectively. Chi‑square test was done to identify demographic variables and the pattern 
of health‑care facility use associated with PIM prescription. Binary logistic regression was performed 
to adjust for confounding associations.
RESULTS: The prevalence of PIMs prescription was 34.0% (95% confidence interval: 29.4%–38.6%) 
and that of polypharmacy and hyperpolypharmacy was 45.8% and 13.5%, respectively. The common 
PIMs were proton‑pump inhibitors, benzodiazepines, peripheral α‑1 blockers, and first‑generation 
antihistamines. Inpatient admission, visits to the emergency department, multiple diagnoses, 
polypharmacy, and hyperpolypharmacy were associated with PIM prescription  (P  <  0.05). Age, 
gender, number of outpatient visits, and specialist consultation were not associated with PIM 
prescription. Polypharmacy (adjusted odds ratio [aOR] =2.11) and hyperpolypharmacy (aOR = 5.55) 
had independent association with PIM prescription (P < 0.05).
CONCLUSION: PIM prescription appears to be common in teaching hospitals in Kerala. Polypharmacy 
and hyperpolypharmacy in older people should trigger a review of medication to reduce the use of PIM.
Keywords:
Beers criteria, geropharmacology, hyperpolypharmacy, polypharmacy, potentially inappropriate 
medications

Introduction

Th e  p o p u l a t i o n  o f  K e r a l a ,  t h e 
southernmost state in India, is aging 

faster than the rest of the country. The 
aged population (defined as age 60 years 
and above in India) in the state grew from 

5.8% in 1961 to 12.3% in 2011 compared to 
5.6% in 1961 to 8.3% in 2011 as shown in the 
national statistics.[1] In this study, old age 
was defined the age of 65 years and above as 
it is in most developed countries.[2] With this 
demographic shift, health‑care professionals 
in Kerala come across an increasing number 
of older persons in their day‑to‑day clinical 
practice. Older persons have diminished 

Address for 
correspondence: 

Dr. Sherin Susan Paul, 
Department of Community 

Medicine, Pushpagiri 
Institute of Medical 

Sciences and Research 
Centre, Thiruvalla, Kerala, 

India.  
E‑mail: sherin.ip123@

gmail.com

Departments of 
Community Medicine and 

2Pharmacology, Malankara 
Orthodox Syrian Church 

Medical College, 
Kolenchery, 1Department 

of General Medicine, 
Amrita Institute of Medical 

Sciences, Kochi, Kerala, 
India, 3School of Medicine 

and Public Health, 
University of Newcastle, 

Newcastle, Australia

Original Article

Access this article online
Quick Response Code:

Website:
www.jfcmonline.com

DOI:
10.4103/jfcm.JFCM_81_19

How to cite this article: Bhatt AN, Paul SS, 
Krishnamoorthy S, Baby BT, Mathew A, Nair BR. 
Potentially inappropriate medications prescribed for 
older persons: A study from two teaching hospitals in 
Southern India. J Fam Community Med 2019;26:187-92.

This is an open access journal, and articles are 
distributed under the terms of the Creative Commons 
Attribution‑NonCommercial‑ShareAlike 4.0 License, which 
allows others to remix, tweak, and build upon the work 
non‑commercially, as long as appropriate credit is given and the 
new creations are licensed under the identical terms.

For reprints contact: reprints@medknow.com



Bhatt, et al.: Potentially inappropriate medications in older persons

188	 Journal of Family and Community Medicine  - Volume 26, Issue 3, September-December 2019

physiological reserve, making them vulnerable to the 
adverse effects of altered pharmacodynamics and 
pharmacokinetics.[3] They have double the risk of 
hospitalization on account of adverse drug reactions,[4] 
and drug‑induced iatrogenesis in older persons is 
known to be prevalent in all health‑care settings.[5] It 
was estimated that preventable medication‑related 
adverse incidents and deaths cost $11 billion in Canada 
annually.[6]

Multimorbidity, defined as the coexistence of two or 
more chronic conditions, is common in old age,[7] and 
more medications may be needed to treat them. The 
use of multiple medicines is commonly referred to as 
polypharmacy, the most common numerical definition 
of which is the use of five or more medications.[8] The 
appropriateness of polypharmacy has to be evaluated 
under different criteria such as potentially inappropriate 
medications  (PIMs), medication underuse, and 
medication duplication.[9]

PIMs are medications whose risks outweigh benefits 
owing to the physiology of old age, drug–drug 
interactions, or drug–disease interactions.[10] They 
are to be avoided or used with caution or their dose 
optimized.[10] The Beers criteria were developed by a 
panel of experts by the Delphi method as a simple tool to 
identify PIMs.[10] The Beers criteria apply to the age group 
of 65 years and above and in the 2015 update are a list of 
medications by therapeutic category, medications to be 
avoided in specific diseases or syndromes, medications 
to be used with caution, clinically important drug–drug 
interactions, and a list of medications whose doses are to 
be adjusted according to kidney function.[10] The Beers 
criteria are intended to be used as an evidence‑based 
tool to help in decision‑making, while prescribing for 
older adults.[10] A systematic review concluded that 
inappropriate medications according to the Beers criteria 
were associated with an adverse impact on the health 
care of older adults within the community.[11]

There are no studies from settings in Kerala using the 
Beers criteria 2015. This study’s aim was to assess the 
prevalence of PIM prescriptions and associated factors 
among older patients attendinng two private teaching 
hospitals in Kerala state.

Materials and Methods

This was a hospital record‑based cross‑sectional study 
conducted in the outpatient departments  (OPDs) of 
general medicine in two private, not-for-profit teaching 
hospitals in Kerala. Hospital records of patients aged 
65 years and above were included in the study, with no 
exclusion criteria.

The list of hospital patients who attended general 
medicine OPD from the first of January 2016 was obtained 
from the medical records department. Consecutive 
sampling was done till the sample size was attained. Two 
hundred hospital records were retrieved for analysis, 
from each center over a period of 6 months. The sample 
size estimated was 398 for an expected prevalence of 
30%,[12] relative precision of 15%, and α‑error of 5%.

A manual review of patient charts with a structured 
pilot‑tested data extraction form was conducted as 
these centers did not have electronic medical records. 
A structured data extraction form was developed and 
standardized after pilot testing and review in both 
centers. The chart reviews were done by the resident 
investigators of the institutions over a period of 1 year. 
The latest medications prescribed were analyzed 
according to the 2015 Beers criteria.[10] The data were 
de‑identified by coding to maintain confidentiality. 
The variables included in the form were as follows: 
age, sex, diagnoses, medications prescribed with dose 
and schedule at the latest visit, specialist consultations, 
number of hospital admissions, number of emergency 
department (ED) visits, and the number of OPD visits 
in the previous 6 months.

The prescriptions were analyzed against drug list 
by organ system and therapeutic category, list of 
drug-drug interactions and list of drug–syndrome 
interactions in the Beers criteria 2015.[10] The optimum 
number of medications was defined as less than five, 
polypharmacy was defined as the use of 5–9 medications, 
and hyperpolypharmacy was defined as the use of ten 
or more medications.[13]

The data were entered into Epi Info version 7.1.4.0 
(developed by Centers for Disease Control and 
Prevention (CDC), Atlanta, Georgia, United States)and 
analysis was done in R software version 3.1.3 (developed 
by (R foundation) The prevalence of PIM use with 95% 
confidence intervals (CIs) was calculated. Associations 
of PIM use with demographic variables, polypharmacy, 
hyperpolypharmacy, and characteristics of health‑care 
facility utilization were analyzed by Chi‑square test. 
P < 0.05 was regarded as statistically significant. Binary 
logistic regression model included variables which had 
P < 0.10 in bivariate analysis. Ethical approval with a 
waiver of written informed consent had been obtained 
from the Institutional Review Board/Ethics Committees 
of both centers.

Results

In this study, 400 patient records were analyzed. The 
mean age of the patients was 73.6  years  (standard 
deviation: 6.7 years); 36.7% were 75 years and above and 
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63.3% were aged between 65 and 74 years, and 52.3% were 
females. Of these patients, 29.5% had had five or more 
OPD visits, 42.2% had two to four OPD visits, and 35.7% 
had visits to specialties other than general medicine, 
16.8% had attended the ED, and 21.5% had been admitted 
for inpatient care in the previous 6 months [Table 1]. Of 

Table 2: Major diagnoses of the patients  (n=400)
Diagnosis Number (%)
Chronic diseases

Hypertension 256 (64.0)
Diabetes mellitus 199 (49.7)
Dyslipidemia 99 (24.7)
Coronary artery disease 77 (19.2)
Chronic obstructive pulmonary disease 74 (18.5)
Hypothyroidism 24 (6.0)
Cerebrovascular accidents 24 (6.0)
Chronic kidney disease 23 (5.7)
Benign prostatic hypertrophy 21 (5.2)

Acute diseases
Lower respiratory tract infection 32 (8.0)
Acute febrile illness/upper respiratory tract 
infection

22 (5.5)

Table 3: Potentially inappropriate medications prescribed for older persons by therapeutic category  (n=136)
PIM therapeutic category Drugs Number (%)
PPI (>8 weeks) Omeprazole, pantoprazole, rabeprazole, esomeprazole 72 (52.9)
Benzodiazepines Alprazolam, clonazepam, lorazepam 23 (16.9)
Peripheral alpha‑1 blockers Prazosin 16 (11.7)
First‑generation antihistamines Chlorpheniramine, diphenhydramine, hydroxyzine 11 (8.1)
Nonsteroidal anti‑inflammatory drugs Diclofenac, aceclofenac, etodolac, ibuprofen 10 (7.4)
Central alpha‑blockers Clonidine, reserpine 8 (5.9)
Second‑generation antipsychotics Risperidone 4 (2.9)
Anticholinergic antiparkinsonian Trihexyphenidyl 4 (2.9)
Anticholinergic antispasmodic Dicyclomine 4 (3.0)
Tricyclic antidepressants Amitriptyline Nortriptyline 3 (2.2)
Endocrine Glyburide/glibenclamide 3 (2.2)
Benzodiazepine agonist hypnotic Zolpidem 3 (2.2)
Cardiovascular drug for atrial fibrillation Digoxin 3 (2.2)
Barbiturates Phenobarbitone 1 (0.7)
Skeletal muscle relaxants Metaxalone 1 (0.7)
Total exceeds 100% as there were patients on more than one PIM. PIM=Potentially inappropriate medication, PPI=Proton‑pump inhibitors

the participants, 19.2% had one, 23% had two, 27.5% had 
three, and 30.3% had four or more disease conditions. 
A list of the most common diseases is shown in Table 2. 
The prevalence of polypharmacy was 45.8%  (95% CI: 
40.9–50.7) and hyperpolypharmacy was 13.5% (95% CI: 
10.2–16.8).

According to the Beers criteria 2015, the prevalence of 
PIMs was 34.0% (95% CI: 29.4–38.6). Of the 136 patients 
on PIMs, 108 (79.4%) had one, 23 (16.9%) had two, and 
5 (3.7%) had three PIMs. Of 136 patients on PIMs, the 
most common PIM therapeutic category was prolonged 
use (>8 weeks) of proton‑pump inhibitors (PPI) (52.9%), 
followed by benzodiazepines  (16.9%), peripheral 
alpha‑1 blockers  (11.7%), and first‑generation 
antihistamines (8.1%). The complete list of PIMs identified 
is shown in Table  3. Four patients had potentially 
inappropriate drug–drug interactions (benzodiazepines 
with more than two psychoactive drugs) and three 
patients had potentially inappropriate drug–disease 
interaction (dicyclomine in a patient with benign prostatic 
hypertrophy and nonsteroidal anti‑inflammatory drugs 
in two patients with congestive cardiac failure).

The factors such as inpatient admission in the 
previous 6  months  (odds ratio  [OR] =1.64, 95% 
CI: 1.01–2.67), visits to the ED in the previous 
6  months  (OR  =  1.87, 95% CI: 1.09–3.19), more than 
four diagnosed diseases (OR = 2.37, 95% CI: 1.52–3.69), 
polypharmacy  (OR  =  2.54, 95% CI: 1.56–4.13), and 
hyperpolypharmacy  (OR  =  6.96, 95% CI: 3.55–13.66) 
were found to be associated with the prescription of 
PIM (P < 0.05), as shown in Table 4. Age, gender, the 
number of OPD visits, and specialist consultation were 
not associated with PIM prescription. The binary logistic 
regression with the variables with P < 0.10 in bivariate 
analysis showed that only polypharmacy (aOR = 2.11, 
95% CI: 1.24–3.63) and hyperpolypharmacy (aOR = 5.55, 

Table 1: Pattern of facility utilization in the hospital 
by the older patients during past 6 months  (n=400)
Hospital facility utilization Number (%)
Number of visits to OPD

Once 113 (28.3)
Two to four times 169 (42.2)
Five or more times 118 (29.5)

Number of specialist departments consulted
One (general medicine) 257 (64.3)
Two 102 (25.5)
Three 27 (6.7)
Four or five 14 (3.5)

Visit to ED 67 (16.8)
Admitted for inpatient care 86 (21.5)
OPD=Outpatient department, ED=Emergency department
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95% CI: 2.53–12.49) had independent association with 
PIM prescription [Table 5].

Discussion

The prevalence of PIM prescriptions was 34.0%, 
polypharmacy was 45.8%, and hyperpolypharmacy 
was 13.5%. The gender distribution was nearly 
equal, with one‑third aged 75  years and above and 
four‑fifths who had multimorbidity  (defined as more 
than one diagnosis). The most common PIMs were 
PPI, benzodiazepines, peripheral alpha‑1 blocker, and 
first‑generation antihistamines. Inpatient admissions, 
visits to ED, more than four diagnosed diseases, 
polypharmacy, and hyperpolypharmacy were associated 
with PIM prescription, among which the latter two were 
found to be independently associated.

Reports of prevalences of PIMs from various parts of 
India are as followed. Rakesh KB et al. from a tertiary care 
centre OPD setting in Karnataka found a low prevalence 

of PIMs (8.4%) by 2015 Beers criteria.[14]  A previous study 
in Kerala, using a modified 2012 Beers criteria, reported 
the prevalence of PIMs as 29.5% of patients attending a 
geriatric clinic setting for the first time.[12] Other studies 
in OPD settings using the 2012 Beers criteria showed 
a prevalence range of PIMs of 17.3%–21.8%.[13‑15] 
Pradhan et al. reported benzodiazepines as the most 
common PIM.[15] Manjaly et  al. reported that the 
most common PIMs belonged to the cardiovascular 
category, followed by benzodiazepines and tricyclic 
antidepressants.[16] Kanagasanthosh et  al. reported 
drugs in the cardiovascular category and Non-Steroidal 
Anti Inflammatory Drugs as the most common PIMs.[17] 
In our study, the most common PIMs were PPIs, which 
are a new addition to the 2015 Beers criteria and also 
may account for the higher prevalence in our study 
compared to previous studies which used the 2012 
Beers criteria.[10] A study in an inpatient setting in 
Uttarakhand using the 2015 Beers criteria reported 
the prevalence of PIMs as 32.1%.[18] In their study, the 
most common PIMs belonged to the cardiovascular 

Table 5: Factors independently associated with prescription of potentially inappropriate medications  for older 
persons (n=400)
Variables Category associated with PIMs AOR (95% CI) P-Value
Inpatient admissions (past 6 months) Yes versus no 1.36 (0.77-2.38) 0.29
Number of OPD visits (past 6 months) Five or more versus single 1.17 (0.62-2.21) 0.61

Two to four versus single 0.95 (0.53-1.70) 0.85
Departments visited (past 6 months) General medicine only versus visit to specialty as well 1.08 (0.66-1.75) 0.74
Visit to ED (past 6 months) Yes versus No 1.34 (0.74-2.40) 0.33
Number of diseases More than three versus up to three 1.15 (0.67-1.97) 0.59
Number of medications Hyperpolypharmacy (≥10) versus optimum (<5) 5.55 (2.53-12.49) <0.001

Polypharmacy (5-9) versus optimum (<5) 2.11 (1.24-3.63) 0.006
OPD=Outpatient department, AOR=Adjusted odds ratio, CI=Confidence interval, PIMs=Potentially inappropriate medications, ED=Emergency department

Table 4: Factors associated with prescription of potentially inappropriate medications  for older patients (n=400)
Variables Category PIMs  

N (%)
No PIMs  

N (%)
OR (95% CI) P-Value

Age (years) 65-74 85 (33.6) 168 (66.4) 0.95 (0.62-1.46) 0.82
≥75 51 (34.7) 96 (65.3)

Gender Male 66 (34.6) 125 (65.4) 1.05 (0.69-1.58) 0.82
Female 70 (33.5) 139 (66.5)

Inpatient admission (past 6 months) Yes 37 (43.0) 49 (57.0) 1.64 (1.01-2.67) 0.04
No 99 (31.5) 215 (68.5)

Number of OPD visits (past 6 months) ≥5 50 (42.4) 68 (57.6) 1.70 (0.99-2.94) 0.05
2 - 4 52 (30.8) 117 (69.2) 1.03 (0.62-1.73) 0.90

1 34 (30.1) 79 (69.9) 1 ‑
Specialist consultation (past 6 months) Yes 57 (39.9) 86 (60.1) 1.49 (0.97-2.23) 0.06

No 79 (30.7) 178 (69.3)
Visit to ED (past 6 months) Yes 31 (46.3) 36 (53.7) 1.87 (1.09-3.19) 0.02

No 105 (31.5) 228 (68.5)
Number of diagnoses >3 58 (47.9) 63 (52.1) 2.37 (1.52-3.69) <0.001

≤3 78 (28.0) 201 (72.0)
Number of medications Hyperpolypharmacy (≥10) 34 (63.0) 20 (37.0) 6.96 (3.55-13.66) <0.001

Polypharmacy (5-9) 70 (38.3) 113 (61.7) 2.54 (1.56-4.13) <0.001
Optimum (<5) 32 (19.6) 131 (80.4) 1 ‑

OPD=Outpatient department, ED=Emergency department, OR=Odds ratio, CI=Confidence interval, PIMs=Potentially inappropriate medications
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clinicians in the pharmacological management of older 
patients in these settings need to be explored and further 
interventions planned accordingly. Physician education 
programs may be effective in preventing the prescription 
of PIMs.[35] Deprescribing is challenging, but[36] could be 
done effectively,[37] and would be acceptable to patients.[38]

The study had involved two private teaching hospitals: 
one from Central Kerala and the other from South Kerala. 
The results may not be applicable to other settings such as 
government teaching hospitals and nonacademic settings. 
The analysis was limited to three tables in the Beers 
criteria. Data on over‑the‑counter drugs, medications 
prescribed from other hospitals, and medications in 
other systems of medicines which the patient may be 
concurrently taking were not captured in the study. 
Hence, there is a possibility that the prevalence of PIMs 
reported in this study may be an underestimation.

Conclusion

Polypharmacy and PIMs are prevalent in teaching 
hospitals of Kerala. The most common PIM was PPIs, 
followed by benzodiazepines, peripheral α‑1 blockers, 
and first‑generation antihistamines. Polypharmacy or 
hyperpolypharmacy shall trigger a medication review. 
Additional time points for medication review can be 
after discharge from a hospital admission and a visit 
to the ED.
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category (central alpha‑blocker and peripheral alpha‑1 
blocker). PPIs  (prescribed for  >8  weeks) were not 
reported[18] probably because the study only looked 
at the inpatient period which would not be enough 
to ascertain duration for which PPI would be taken. 
Two other studies at inpatient settings used the 2012 
Beers criteria, and the prevalence for the two studies 
was 33.2% and 23.5%, respectively.[19,20] A study in a 
community setting using the 2012 Beers criteria had the 
prevalence of PIMs as 17.5%; the most common PIMs 
are analgesics, antidepressants, and vasodilators.[21]

Table 6 shows various studies with the prevalence of 
PIMs according to the 2015 Beers criteria from various 
countries. Studies from Pakistan, Nigeria, and South 
Africa reported the prevalence of PIMs comparable to our 
study.[22,23] Studies from Lithuania, New Zealand, and the 
United States show a slightly lower prevalence of PIMs.
[24‑26] Studies from Saudi Arabia, China, and Argentina 
reported a higher prevalence of PIMs.[27‑29] However, the 
differences in the study settings may limit the value of 
comparison. The average prevalence of PIMs was 58% for 
community patients and 55.5% for hospitalized patients 
in a systematic review of 19 studies.[30] PPI was reported 
as the most common PIMs in our study and a few 
others.[28,31,32] It is known that PPIs are being misused and 
overused worldwide.[33] In the United States of America, 
PPI prescriptions that were guidelines compliant were 
only 50% in academic hospitals and 29% in nonacademic 
hospitals.[34]

The high prevalence of PIMs in our study may be 
attributed to the profile of patients who generally have 
multiple morbidities and attend teaching hospital clinics. 
The assumption is that teaching hospitals are abreast 
with the latest evidence‑based medical practice. The use 
of PIMs could be higher in nonacademic settings. The 
study identified some opportunities for interventions. 
Medication review should be conducted for patients 
on hyperpolypharmacy and polypharmacy, patients 
discharged after a hospital admission, and those who 
attend the ED. The current knowledge and practice of 

Table 6: Reports on the prevalence of potentially inappropriate medications by 2015 Beers criteria from various 
parts of the globe
Source Setting Country Age group (years) Prevalence of PIMs 

%
Sarwar et al., 2018[22] Outpatient Pakistan ≥65 36.4
Saka et al., 2018[23] Inpatient Nigeria ≥60 32.1

South Africa ≥60 30.1
Grina and Briedis 2017[24] Insurance claims Lithuania ≥65 25.9
Bala et al., 2018[25] Community dwelling New Zealand ≥65 24.7
Patel et al., 2018[26] Mobile Medicare clinics US, North California ≥65 29.0
Alhawassi et al., 2019[27] Outpatient Saudi Arabia ≥65 57.6
Zhang et al., 2017[28] Inpatient China ≥65 53.5
Chiapella et al., 2018[29] Community pharmacies Argentina ≥65 72.7
PIMs=Potentially inappropriate medications



Bhatt, et al.: Potentially inappropriate medications in older persons

192	 Journal of Family and Community Medicine  - Volume 26, Issue 3, September-December 2019

References

1.	 United Nations Population Fund. Caring for Our Elders: Early 
Responses  –  India Ageing Report  –  2017. New  Delhi, India: 
UNFPA; 2017.

2.	 World Health Organization. Proposed Working Definition of 
an Older Person in Africa for the MSD Project. Geneva: World 
Health Organization; 2019. Available from: https://www.who.
int/healthinfo/survey/ageingdefnolder/en.  [Last accessed on 
2019 Jun 28].

3.	 Gogia A. Byotra SP. Chapter 101 - Drug Prescription. In Sharma 
OP (ed). Principles and Practice of Geriatric Medicine. New Delhi: 
Viva group publications; 2015:846-9.

4.	 Beijer HJ, de Blaey CJ. Hospitalisations caused by adverse drug 
reactions (ADR): A meta‑analysis of observational studies. Pharm 
World Sci 2002;24:46‑54.

5.	 Permpongkosol S. Iatrogenic disease in the elderly: Risk factors, 
consequences, and prevention. Clin Interv Aging 2011;6:77‑82.

6.	 Health Council of Canada. A  Status Report on The National 
Pharmaceuticals Strategy: A  Prescription Unfilled. Toronto: 
Health Council; 2009. p. 7.

7.	 Salive  ME. Multimorbidity in older adults. Epidemiol Rev 
2013;35:75‑83.

8.	 Masnoon  N, Shakib  S, Kalisch‑Ellett  L, Caughey  GE. What is 
polypharmacy? A systematic review of definitions. BMC Geriatr 
2017;17:230.

9.	 Maggiore RJ, Gross CP, Hurria A. Polypharmacy in older adults 
with cancer. Oncologist 2010;15:507‑22.

10.	 By the American Geriatrics Society 2015 Beers Criteria Update 
Expert Panel. American geriatrics society 2015 updated beers 
criteria for potentially inappropriate medication use in older 
adults. J Am Geriatr Soc 2015;63:2227‑46.

11.	 Jano E, Aparasu RR. Healthcare outcomes associated with beers’ 
criteria: A systematic review. Ann Pharmacother 2007;41:438‑47.

12.	 Rajeev  A, Paul  G, George  S, Vijayakumar  P. The study on 
prevalence of polypharmacy in elderly patients presenting for 
the first time to the geriatric clinic of a tertiary care hospital in 
Kerala. Int J Med Sci Clin Invent 2018;5:3542‑4.

13.	 Slater N, White S, Venables R, Frisher M. Factors associated with 
polypharmacy in primary care: A cross sectional analysis of data 
from the English longitudinal study of ageing (ELSA). BMJ Open 
2018;8: e20270.

14.	 Rakesh KB, Chowta MN, Shenoy AK, Shastry R, Pai SB. Evaluation 
of polypharmacy and appropriateness of prescription in geriatric 
patients: A cross‑sectional study at a tertiary care hospital. Indian 
J Pharmacol 2017;49:16‑20.

15.	 Pradhan S, Panda A, Mohanty M, Behera J, Ramani Y, Pradhan P. 
A study of the prevalence of potentially inappropriate medication 
in elderly in a tertiary care teaching hospital in the state of Odisha. 
Int J Med Public Health 2015;5:344.

16.	 Manjaly  SP, Francis  G, Mathew  B. Potentially inappropriate 
medication use among elderly inpatients at a teaching hospital 
in South India. J Med Sci Clin Res 2016;4:14028‑48.

17.	 Kanagasanthosh  K, Topno  I, Aravindkumar  B. Prevalence of 
potentially inappropriate medication use and drug utilization 
pattern in elderly patients: A prospective study from a tertiary 
care hospital. Int J Res Med Sci 2015;3:2062‑72.

18.	 Rawat RS. Evaluation of potentially inappropriate medication use 
and risk of adverse drug reactions in hospitalized older adults: 
An observational study in a tertiary care hospital. Indian J Pharm 
Pract 2018;11:75‑85.

19.	 Christopher  AT, Mathew  P. Potentially Inappropriate 
Medication use in Elderly in a Tertiary Care Centre in South 
India: An Observational Study; 2015. Available from: http://
repository‑tnmgrmu.ac.in/7530/ers. [Last accessed on 2018 Jun 22].

20.	 Harugeri  A, Joseph  J, Parthasarathi  G, Ramesh  M, Guido  S. 
Potentially inappropriate medication use in elderly patients: 
A study of prevalence and predictors in two teaching hospitals. 
J Postgrad Med 2010;56:186‑91.

21.	 Kumar K, Holyachi S, Reddy K, Nayak P, Byahatti N. Prevalence 
of polypharmacy and potentially inappropriate medication use 
among elderly people in the rural field practice area of a medical 
college in Karnataka. Int J Med Sci Public Health 2015;4:1071.

22.	 Sarwar  MR, Dar  AR, Mahar  SY, Riaz  T, Danish  U, Iftikhar  S. 
Assessment of prescribing potentially inappropriate medications 
listed in beers criteria and its association with the unplanned 
hospitalization: A cross‑sectional study in Lahore, Pakistan. Clin 
Interv Aging 2018;13:1485‑95.

23.	 Saka  SA, Nlooto  M, Oosthuizen  F. American Geriatrics 
Society‑Beers criteria and adverse drug reactions: A comparative 
cross‑sectional study of Nigerian and South African older 
inpatients. Clin Interv Aging 2018;13:2375‑87.

24.	 Grina  D, Briedis  V. The use of potentially inappropriate 
medications among the Lithuanian elderly according to beers 
and EU  (7)‑PIM list  –  A nationwide cross‑sectional study on 
reimbursement claims data. J Clin Pharm Ther 2017;42:195‑200.

25.	 Bala  SS, Narayan  SW, Nishtala  PS. Potentially inappropriate 
medications in community‑dwelling older adults undertaken as 
a comprehensive geriatric risk assessment. Eur J Clin Pharmacol 
2018;74:645‑53.

26.	 Patel R, Zhu L, Sohal D, Lenkova E, Koshki N, Woelfel J, et al. Use 
of 2015 beers criteria medications by older medicare beneficiaries. 
Consult Pharm 2018;33:48‑54.

27.	 Alhawassi TM, Alatawi W, Alwhaibi M. Prevalence of potentially 
inappropriate medications use among older adults and risk factors 
using the 2015 American Geriatrics Society Beers criteria. BMC 
Geriatr 2019;19:154.

28.	 Zhang X, Zhou S, Pan K, Li X, Zhao X, Zhou Y, et al. Potentially 
inappropriate medications in hospitalized older patients: 
A cross‑sectional study using the beers 2015 criteria versus the 
2012 criteria. Clin Interv Aging 2017;12:1697‑703.

29.	 Chiapella LC, Menna JM, Mamprin ME. Potentially inappropriate 
medications in elderly ambulatory patients: A comparative study 
between a primary health care center and a community pharmacy. 
Value Health Reg Issues 2018;17:119‑25.

30.	 Thomas RE, Thomas BC. A systematic review of studies of the 
STOPP/START 2015 and American Geriatric Society Beers 2015 
criteria. Curr Aging Sci 2019. doi: 10.2174/1874609812666190516
093742. [Epub ahead of print].

31.	 Khamis S, Abdi AM, Uzan A, Basgut B. Applying beers criteria for 
elderly patients to assess rational drug use at a university hospital 
in Northern Cyprus. J Pharm Bioallied Sci 2019;11:133‑41.

32.	 Ma Z, Zhang C, Cui X, Liu L. Comparison of three criteria for 
potentially inappropriate medications in Chinese older adults. 
Clin Interv Aging 2019;14:65‑72.

33.	 Atkins AM. Proton pump inhibitors: Their misuse, overuse and 
abuse. IOSR J Pharm 2013;3:25‑9.

34.	 Eid SM, Boueiz A, Paranji S, Mativo C, Landis R, Abougergi MS. 
Patterns and predictors of proton pump inhibitor overuse 
among academic and non‑academic hospitalists. Intern Med 
2010;49:2561‑8.

35.	 Scott  IA, Gray  LC, Martin  JH, Mitchell  CA. Effects of a drug 
minimization guide on prescribing intentions in elderly persons 
with polypharmacy. Drugs Aging 2012;29:659‑67.

36.	 Pitkala  KH, Strandberg  TE, Tilvis  RS. Is it possible to reduce 
polypharmacy in the elderly? A randomised, controlled trial. 
Drugs Aging 2001;18:143‑9.

37.	 Garfinkel D. Poly‑de‑prescribing to treat polypharmacy: Efficacy 
and safety. Ther Adv Drug Saf 2018;9:25‑43.

38.	 Beer C, Loh PK, Peng YG, Potter K, Millar A. A pilot randomized 
controlled trial of deprescribing. Ther Adv Drug Saf 2011;2:37‑43.


